Comparing Oral and Pharyngeal Cancer Rates in Rural and Urban Areas by Womack, Catherine Marie
 COMPARING ORAL AND PHARYNGEAL CANCER RATES IN RURAL 
















Submitted to the graduate degree program in Clinical Research  
and the Graduate Faculty of the University of Kansas  
in partial fulfillment of the requirements for the degree of  













Committee members:   Dr. Sue-Min Lai  
Dr. John Keighley  
 
 
Date defended: December 3, 2008 
2 
The Thesis Committee for Catherine M. Womack certifies  









COMPARING ORAL AND PHARYNGEAL CANCER RATES IN RURAL 

























Background:  Risk factors for oral and pharyngeal cancers include tobacco use, 
alcohol use, poor diet, HPV infection, poor oral care, low socio-economic status, 
gender and genetics, and age.  This analysis aims to discover whether or not 
differences exist in incidence and survival rates in oral and pharyngeal cancer 
patients in rural and urban areas.   
 
Methods:  Surveillance Epidemiology and End Results (SEER) data from 17 
registries for the years 2000-2005 was used for this analysis.  A Poisson 
regression and Survival analysis were performed. 
 
Results:  Rural or urban residency was not significant in either analysis.  Race, 
gender, and age were all significant at the 0.05 level. 
 
Conclusions:  The dataset for this analysis was limited to variables in the SEER 
data and population data sets.  Known risk factors could not be accounted for in 
this analysis, which could have had an impact on the results, especially in rural 
and urban differences.   
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Oral and pharyngeal cancers include cancers of the lip, tongue, salivary 
gland, floor, gum, and other parts of the mouth, nasopharynx, tonsil, oropharynx, 
hypopharynx, and other sites in the oral cavity and pharynx1,2.  The overall 
incidence rate for oral and pharyngeal cancers of males and females of all races 
and ethnicities is 10.1 per 100,0002.  In the United States, in 2004, the age-
adjusted oral and pharyngeal cancer incidence rate for males was 15.7 per 
100,000 (21,396 cases), and the age-adjusted rate for females was 5.9 per 100,000 
(9,424 cases).  The age-adjusted death rate from oral-pharyngeal cancers was 4.0 
per 100,000 (5,312 cases) for males and 1.5 per 100,000 (2,514 deaths) for 
females.  Oral-pharyngeal cancer had the 8th highest incidence rate among males 
in 2004.  The incidence rate was not among the top ten most diagnosed primary 
sites for females in 20043. 
 Estimated age adjusted prevalence rate is 5.6 per 100,000 for all gender 
and racial/ethnic groups as of January 1, 2005.  Age adjusted prevalence of oral 
and pharyngeal cancers is highest in white males (8.3 per 100,000) and lowest in 
Hispanic females (2.2 per 100,000).  Overall, Hispanics have the lowest 
prevalence rates (3.1 per 100,000) when compared with whites (5.7 per 100,000) 
African Americans (4.4 per 100,000) and Asian/Pacific islanders (5.1 per 
100,000)2. 
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 Mortality and incidence rates of oral and pharyngeal cancers have been 
steadily declining since the 1970’s.  The percentage change in age adjusted oral 
and pharyngeal cancer mortality decreased by 0.5% between 1975 and 1979, 
1.7% between 1979 and 1993, 2.7% between 1993 and 2000, and 1.3% between 
2000 and 20052.  Incidence rates have been declining as well, with the average 
annual percentage change in incidence rates decreasing 1.2% between the years of 
1996 and 2000, as well as the years 2000 through 20052. 
 Survival rates for oral and pharyngeal cancers are largely dependent on the 
stage of the tumor at diagnosis.  Patients with pharyngeal cancers are typically 
diagnosed with later stage carcinomas (T3-T4), especially when compared with 
patients diagnosed with oral cancers, who were more likely to be diagnosed in 
earlier stages4.  However, no significant difference in tumor size was found in 
patients with pharyngeal cancers when compared with oral cancers5.  A delay in 
seeking medical attention after the onset of symptoms is also greater in patients 
diagnosed with pharyngeal cancers when compared with oral cancers (45 days 
and 28 days, respectively)4.  Most patients who delayed medical attention 
attributed their symptoms to an infection4. 
 Detection of asymptomatic lesions is more likely to occur in the office of a 
dental professional5.  Patients diagnosed at a non-symptom driven appointment 
were more likely to have a significantly smaller lesion (p=0.033) and a lesser 
stage (p=0.007)5.  Patients diagnosed in a symptom-driven appointment by a 
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dental professional were less likely to have metastases of the cervical area at time 
of diagnosis5. 
 The survival rates of patients with oral and pharyngeal cancers steadily 
decline in the 5 years after initial diagnosis.  Survival is highest in the first 12 
months, at 79%, followed by a 24 month rate of 60%, a 36 month rate of 46%, a 
48 month rate of 40%, and a 60 month rate of 39%6.  Stage III and IV patients had 
the lowest 5 year survival rates (34% and 20%), especially when compared with 
early stage diagnosis.  The stage one five-year survival rate is as high as 89%6. 
 Risk factors for oral-pharyngeal cancers include tobacco use (both 
smoking and smokeless tobacco), alcohol use, poor diet, HPV infection, poor oral 





Alcohol and Tobacco Use 
 
In industrialized areas such as Europe and the United States, it has been 
well-established that tobacco use and alcohol consumption account for roughly 
75% of all cases of oral and pharyngeal cancers8.  Tobacco and alcohol use 
commonly occur together, which makes it is difficult to attribute risk to either 
alcohol or tobacco alone.  An international pooled analysis found that among 
smokers who have never used alcohol, the risk of oral and pharyngeal cancer is 
2.13 times higher than persons who have never used alcohol or smoked8.  The risk 
among those who have never smoked was higher among women when compared 
with men (2.33 vs. 1.65).  However, this difference was not found to be 
statistically significant8. 
 Among users of alcohol who have never smoked, the there was no 
significant association between alcohol use and oral and pharyngeal cancers.  A 
statistically significant higher risk was detected, however, among those who never 
smoked and consumed three or more alcoholic drinks per day (OR 2.04)8.when 
compared with those who had never smoked and consumed alcohol.  The authors 
concluded that roughly 24% of oral and pharyngeal cancers could be attributed to 
tobacco use among those who have never consumed alcohol, while approximately 
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 Alcohol use is a risk factor associated with oral and pharyngeal cancers.  
Consumption of all types of alcoholic beverages increases a person’s risk for oral 
and pharyngeal cancer, however the type of spirit does impact the level of risk.  
As total alcohol consumption increases so does the risk for oral and pharyngeal 
cancers9.  Those who consume 3-4 drinks a day are at a 2.1 times higher risk for 
oral and pharyngeal cancer, 5-7 drinks 5 times higher, 8-11 drinks 12.2 times 
higher, and 12 or more drinks a day 21.1 times higher risk.  There is a significant 
trend across the levels of drinking (p<0.0001)9. 
However, among those who consume beer or spirits, and no wine, the 
increase in risk is markedly lower, with the highest risk being for those who 
consume three or more beers a day, with a 2.3 times higher risk.  Wine has the 
most significant single effect on oral pharyngeal cancer risk, with those who 
consume 3-4 drinks a day are at a 2.2 times higher risk, 5-7 drinks 7.1 times 
higher, 8-11 drinks 11.8 times higher, and 12 or more drinks a day 16.8 times 
higher risk.  There is again a significant trend across the levels of drinking 
(p<0.0001)9. 
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Those in rural areas are more likely to have a current alcohol related 
disorder (OR=1.20, 95% CI 1.04 , 1.39) and exceed their specified daily limit for 
alcohol consumption (OR=1.14, 95% CI 1.02 , 1.27) compared with their urban 




 Both smoking and smokeless tobacco use are risk factors for oral and 
pharyngeal cancers.  The prevalence of smoking among adults in the United 
States was 20.8% (45.3 million people) in 2006, according to the National Health 
Interview Survey11.  Among current smokers, 80% smoked every day, while the 
remaining 20% smoked only some days.  Prevalence of smoking was lower 
among women (18%) compared with men (24%).  Adults ages 18-44 had the 
highest rates of current smoking.  In 2005, approximately 2.3% of American 
adults used smokeless tobacco12, with the highest rate among males. 
 In 2000, the rate of smokeless tobacco use was 9.0% in rural (non MSA) 
area, while it was 3.3% in urban (MSA) areas13.  Among women, the prevalence 
of smokeless tobacco use was only 0.3%, compared with a prevalence of 4.5% in 
males.  Males ages 18-44 were most likely to use smokeless tobacco, over 5% of 
the population13.  White males were three times more likely to use smokeless 
tobacco when compared with African American and Hispanic males13. 
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 Use of smokeless tobacco has been shown to increase the risk of oral 
cancer up to 2.6 times in a pooled analysis from the United States and Europe14.  
However, other studies have shown a less elevated risk.  The odds of developing 
oral or pharyngeal cancer was found to be 1.94 times higher in users of smokeless 
tobacco when compared with never users15. 
 
Diet and Nutrition 
  
Poor diet, namely low consumption of fruits and/or vegetables, is another 
risk factor for oral and pharyngeal cancers.  Consumption of fruit and vegetables 
has been found to decrease the risk of developing oral cancer.  Fruit (OR=0.4) and 
vegetables (OR=0.2) were found to cause a significant decrease in oral cancer 
risk, especially among citrus fruits and juices16.  Consumption of milk was also 
found to have a protective effect (OR=0.38)17.  Intake of red meats, pork, and 
processed meats are associated with a significantly increased risk of oral and 
pharyngeal cancers.  Among people who consume more than 3.5 servings of red 
meat a week, the odds of oral and pharyngeal cancer are 2.14 times higher when 
compared with people who do not consume red meat.  Consuming more than 4.5 
servings or pork or processed meat per week increased the chances of oral cancers 
by 3.21 times17. 
Among adults in rural areas, very few have diets that meet the Healthy 
Eating Index (HEI) standards.  Dietary guidelines are not being adhered to, with 
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24% having a poor diet, 75% needing improvement, and only 1% meeting dietary 
guidelines18.  This disparity is especially true among older adults with oral health 
problems19. 
 
Human Papilloma Virus Infection and Exposure 
 
 Current research is increasingly showing a link between infection with the 
human papilloma virus and oral and pharyngeal cancers.  A significant association 
has been found between cases of oral and pharyngeal cancers and exposure to 
HPV-16 over the course of a person’s lifetime (OR=32.2)20.  Among those with 
an oral HPV-16 infection present, there is a strong association with oral cancers 
(OR=14.6)20.  Infection with any of 37 types of HPV also greatly increases the 
odds of oral cancer (OR=12.3)20. 
 Smoking and drinking alcohol in concert with exposure or infection to 
HPV-16 is associated with greater odds of oral and pharyngeal cancers.  Among 
those with a positive HPV-16 serum test who smoke and drink alcohol, the odds 
of oral and pharyngeal cancer are greatly increased (OR=44.8)20.  The association 
between persons who have had an oral HPV infection and oral and pharyngeal 
cancers was also greatly increased (OR=43.7)20.  Rates of HPV infection are 
significantly higher in rural areas when compared with urban areas (10.2 per 
100,000 compared with 8.4 per 100,000)21. 
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 Of potentially HPV associated cancers of the oral cavity and pharynx, the 
majority were in the tonsil (43.6%), followed by the base of the tongue (38.4%), 
with the remaining 18% from the rest of the oral cavity and pharynx21.  Of these 
cases, the age-adjusted incidence rates were higher in men (three times greater 
risk), and the age-adjusted incidence rates increased for both men and women 
combined between the years 1998-2003, with an annual percentage change of 3% 
in cases of the tonsil and base of the tongue21. 
 
Dentition and Oral Care 
 
 Oral care and associated problems with dentition may also be another risk 
factor for oral cancers.  People who brush their teeth less than once per day have 
an increased risk of 3.2 compared with those who brush their teeth at least twice 
daily16.  Denture wearers are six times more likely to suffer from oral cancer 
when compared with those who brush their teeth at least twice daily16.  Frequency 
of dental visits and oral check-ups was found to have a protective effect.  Those 
who have never visited a dentist were 12 times more likely to suffer from oral and 
pharyngeal cancer compared with people who had at least yearly dental visits16.   
Tooth loss and missing teeth is also associated with a higher risk for oral 
cancers.  For people missing between 6 and 15 teeth, the risk of oral cancer is 
seven times higher than those with intact teeth16.  Those missing 16 or more teeth 
are have nearly 10 times higher risk for oral cancer16.  Alveolar bone loss in the 
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tooth is also associated with a higher risk for tongue cancers.  Every millimeter of 
alveolar bone loss leads to a 5.23 increase in risk for cancer of the tongue16.  
Mean measures of alveolar bone loss was found to be higher in cancer cases when 
compared with controls (p<0.001)16. 
Among those living in rural areas, the prevalence of unmet dental needs is 
higher in rural areas compared with urban areas (10.8% compared with 9.8%)23.  
The percent of people who report poor dental health is also higher in rural areas 
when compared with urban areas (38.2% compared with 31.8%)23.  Also, the 
percent of people who report having a dental care visit in the past year is lower in 




 Socio-economic status is another possible risk factor for oral and 
pharyngeal cancers.  The risk for those of low socio-economic status was 2.41 
times higher when compared with those of high income24.  Low socioeconomic 
occupation was also a risk factor for oral and pharyngeal cancers.  People who fall 
into the lower socioeconomic occupational group are at 1.84 times greater risk of 
oral and pharyngeal cancers24.  Standardized incidence rates are the highest 
among areas with the highest levels of poverty when compared with the least 
impoverished areas for both males (120 per 100,000 and 79 per 100,000, 
respectively) and females (108 per 100,000 and 87 per 100,000, respectively)25. 
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 Rural residents have a lower socioeconomic status than their urban 
counterparts.  The United States Economic Research service reports that among 
rural residents, 14.2% live below the poverty threshold, compared with 12.1% of 
urban residents26.  Disparities in household incomes also exist between rural and 
urban residents.  Urban residents have a median income $13,500 higher than rural 
residents27. 
 
Gender and Genetic Factors 
 
 The incidence rate of oral and pharyngeal cancers among men and women 
is nearly 4:128.  There is increasing evidence to suggest that female hormones may 
play a role in oral and pharyngeal cancers.  Gallus et al found a significant trend 
between age of menopause onset and risk for oral cancer (P<0.01).  Women who 
experience menopause later in life (>50 years of age) have a decreased risk for 
oral and pharyngeal cancer29.  Among cases of oral and pharyngeal cancer, the 
odds were 2.36 times higher for a woman to experience early menopause (<= 45 
years of age)28. 
Among cases of oral and pharyngeal cancer, the risk is 2.6 times higher 
when a family member also has oral and pharyngeal cancer.  The risk jumps to 
7.1 times higher when two or more family members are affected, whether the 
relatives are immediate family or not30.  Among current smokers who consume 21 
or more alcoholic drinks per week with a family history of oral and pharyngeal, 
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the risk is 46.2 times higher when compared with a nonsmoker nondrinker with 
no family history30. 
The primary aim of this research is to determine whether there are 
differences in incidence and survival rates between rural and urban cases of oral 
and pharyngeal cancers.  As of this writing, there was no research that specifically 
looked at rural and urban disparities in oral and pharyngeal cancer rates.  Given 
the aforementioned risk factors for oral and pharyngeal cancers, the majority of 
which show disparities between rural and urban areas, it is hypothesized that there 
would be differences in incidence and survival rates between rural and urban oral 
and pharyngeal cancer patients.  Specifically, since rural residents have poorer 
outcomes among all risk factors than their urban counterparts, they should show 




 A literature review of current published articles was performed using 
PubMed.  An initial search of oral and pharyngeal cancer rates was performed to 
determine the underlying oral and pharyngeal cancer rates in the United States 
population.  Data analysis from the SEER registries and the United States Cancer 
Statistics from the National Program of Cancer Registries was also examined to 
determine population based oral and pharyngeal cancer incidence and survival 
rates.  A literature search was performed using the terms oral and pharyngeal 
cancer with the combinations rural and urban and metropolitan and non-
metropolitan areas.  No articles were found with research from the United States 
in respect to survival rates or incidence rates of oral and pharyngeal cancer 
patients. 
 Subsequent searches were performed for risk factors for oral and 
pharyngeal cancer, and the primary risk factors were determined to be tobacco use 
(both smoking and smokeless tobacco), alcohol use, poor diet, HPV infection, 
poor oral care and tooth loss, low socio-economic status, gender and genetics, and 
older age.  Cross searches were performed to determine if disparities existed 
between risk factors and rural or urban residency status. 
 Since the research into the risk factors for oral and pharyngeal cancer rates 
showed disparities between rural and urban populations, the aim of this research 
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was to examine whether or not disparities exist between rural and urban 
populations in respect to oral and pharyngeal cancer incidence and survival rates.      
Data from the Surveillance Epidemiology and End Results Program 
(SEER) was used for this analysis.  SEER is a population-based data source for 
cancer cases in the United States.  The data includes cases from the 17 SEER 
registries and encompasses years 2000 through 2005.  During the six-year span 
between 2000 and 2005, 47,136 new cases of cancer of the oral cavity and 
pharynx were diagnosed in SEER registry areas2.  Population data was obtained 
through the SEER program data estimates based on 2000 United States census 
data2. 
The race/ethnicity variable includes non Hispanic White, non Hispanic 
Black, Hispanic, non Hispanic American Indian, and non Hispanic Asian/Pacific 
Islander.  Anyone with Hispanic origin was considered Hispanic in this analysis.   
Rural or urban designation was derived from the Federal Information 
Processing Standards (FIPS) rural-urban continuum coding system, using the rural 
designation of the United States Department of Agriculture31.  Rural areas have a 
population of less than 2,500, whether in open country or in settlements.  Rural-
urban continuum codes are shown in table 1. 
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Table 1:  Rural and Urban Continuum Codes  
Rural-Urban Continuum Codes 
Code Description 
Metro counties:  
1 Counties in metro areas of 1 million population or more 
2 Counties in metro areas of 250,000 to 1 million population 
3 Counties in metro areas of fewer than 250,000 population 
Nonmetro counties:  
4 Urban population of 20,000 or more, adjacent to a metro area 
5 Urban population of 20,000 or more, not adjacent to a metro area 
6 Urban population of 2,500 to 19,999, adjacent to a metro area 
7 Urban population of 2,500 to 19,999, not adjacent to a metro area 
8 Completely rural or less than 2,500 urban population, adjacent to metro  
9 Completely rural or less than 2,500 urban population, not adjacent to metro  
from http://www.ers.usda.gov/Briefing/Rurality/WhatIsRural/  
The designations metro counties (rural urban continuum codes 1 through 
3), and nonmetro counties adjacent or nonadjacent to a metro area with a 
population of 2,500 or more (codes 4 through 7) were considered urban, while 
counties with a population of less than 2,500 were considered rural (codes 8 and 
9).   
SEER registry identification number tells which of the seventeen SEER 
registries the case originated from.  The SEER registries are geographically 
located across the United States to include population subgroups that are 
concentrated in a specific area.  The SEER registries encompass roughly 26% of 
the United States population, with representative subgroups of different race and 
ethnicity designations2.  SEER registry locations are shown in figure 1. 
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from http://seer.cancer.gov/registries/  
Figure 1:  SEER Registry Locations 
. 
Age groups were divided into 10 year groupings, consistent with the age 
groupings used by the SEER program.  The age groups included were under 35 
years of age, 35-44 years of age, 45-54 years of age, 55-64 years of age, 65-74 
years of age, and older than 75 years of age.  Age-adjusted rates by race and 
ethnicity were calculated for all races and ethnicities using direct age adjustment.  





All analyses were run using SAS.  Variables in the incidence rate dataset 
include oral and pharyngeal cancer cases, gender, race/ethnic group, SEER 
registry identification number, rural or urban designation, and age group at 
diagnosis.  Oral and pharyngeal cancer cases were determined using the SEER 
site recode variable, which recodes the ICD-O-3 cancer locations.  Sites are 
shown in table 2. 
Table 2:  Oral and Pharyngeal Cancer Sites 
Oral Cavity and Pharynx SEER Site Code 
Lip 20010 
Tongue 20020 
Salivary Gland 20030 
Floor of Mouth 20040 





Other Oral Cavity and Pharynx 20100 
 
Frequency counts for oral and pharyngeal cancer cases were created for 
each combination of gender, race, SEER registry, rural or urban residency status, 
and age group.  These counts were then merged with frequency counts of 
population data to determine the incidence rates of oral and pharyngeal cancers by 
population counts among SEER registry populations.    
Poisson regression analysis was performed on this data to model the rate 
of oral and pharyngeal cancers.  The Poisson model is a log-linear model that 
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models the incidence rate of oral and pharyngeal cancers in the SEER registry 
area population.  The primary variable of interest is the rural/urban residency 
status.  Secondary variables of interest are race, gender, and age group.  SEER 
registry identification number was also included in the models to account for any 
possible geographic effects, but was not included in the results as a variable of 
interest.   
An initial Poisson model was run that included only the rural or urban 
residency status variable.  A main effects model was run including all variables of 
interest (race, age, gender, rural or urban residency, SEER registry), to determine 
possible effects of secondary variables of interest on the primary outcome of 
interest.  After model diagnostics were performed, a final Poisson regression 
model was run that included both main effect and interaction terms.  Backward 
elimination including all possible interaction terms up to the four-way interaction 
between race, age, gender, and rural/urban residency was performed to determine 
the best possible model to fit the data.  A 0.15 level p-value was used to determine 
inclusion in the model. 
A survival rate data set included the variables age group, race, gender, 
rural or urban residency status, SEER registry identification number, and survival 
time for cases from the year 2001.  Survival time was computed in months, using 
the SEER data set variable survival time recode, with times ranging from zero to 
60 months.  Subjects who survived the five year period were censored.  Survival 
was determined from the SEER variable survival recode.  All cause mortality was 
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investigated in this analysis, using the SEER variables for survival and survival 
time. 
Survival analysis was performed on the data, to determine if the rate of 
survival was different across the different groups.  Five year survival data was 
computed in months for oral and pharyngeal cancer cases.  Variables included in 
the survival analysis were rural or urban residency status, age, gender, and race.  
Kaplan-Meier curves were created to compare the survival functions across the 
age, gender, race, and rural/urban groups, and a log rank test was used to 
determine if there were significant differences in the strata.  A Cox Proportional 
Hazards regression model was run to determine the hazard ratios for the different 
groups, initially including only the rural or urban residency variable.  A main 
effects Cox Proportional Hazards model was run including all variables of interest 
(race, gender, age group, rural or urban residency, SEER registry).  Model 





Baseline characteristics of SEER oral and pharyngeal cancer cases are 
shown below in table 3.  Thirty-three SEER cases did not have proper FIPS 
coding and were not included in the baseline demographics.  Eight cases were 
missing age group (less than 1% of the population), and 466 cases were missing 
race/ethnicity data (roughly 1.2% of the population).  Gender and age 
distributions are similar at baseline in the rural and urban groups.  Racial and 
ethnic distributions are not evenly distributed, with the majority of cases 
occurring among whites. 
Unadjusted (crude) incidence rates by age group are shown below in table 
3.  Those in the 34 years and younger group have the lowest incidence rates, 
while those in the 75 years of age and older group have the highest incidence 
rates.  The incidence rate increases across the age groups in both rural and urban 
areas, and is higher in males, which is consistent with current research. 
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Table 3:  Baseline Characteristics for SEER cancer cases 
Baseline Characteristics SEER cases       
    Urban (n=46464) Rural (n=639) 
   n % incidence n % incidence 
        per 100K     per 100K 
Age <34 1407 0.3 
0.62 
(0.59,0.652) 13 2.0 
0.65 
(-0.25,1.55) 
  35-44 3305 7.1 
4.69 
(4.53,4.85) 44 6.9 
6.87 
(1.74,12.00) 
  45-54 9571 20.6 
15.52 
(15.21,15.83) 132 20.7 
20.30 
(11.55,29.05) 
  55-64 11659 25.1 
29.25 
(28.72,29.78) 143 22.4 
29.20 
(17.07,41.29) 
  65-74 10147 21.8 
39.17 
(38.41,39.93) 146 22.8 
40.27 
(23.74,56.80) 
  75+ 10367 22.3 
42.06 
(41.25,42.87) 161 25.2 
46.98 
(28.63,65.32) 
Gender Male 31600 68.0 
14.27 
(14.11,14.43) 461 72.1 
20.67 
(15.90,25.44) 
  Female 14864 32.0 
6.56 
(6.45,6.67) 178 27.9 
7.87 
(4.95,10.79) 
Race White 35311 76.0 
13.50 
(13.36,13.64) 605 94.8 
14.92 
(11.92,17.92) 
  Black 4366 9.4 
9.01 
(8.74,9.28) 18 2.8 
12.67 
(-2.17,27.51) 
  Hispanic 3159 6.8 
3.38 





Indian 197 0.4 
4.94 
(4.25,5.63) 5 0.8 
3.02 
(-3.60,9.64) 
  Asian 2966 6.4 
7.34 
(7.06,7.60) 4 0.6 
33.49 
(-51.25,118.23) 
  missing 465 1.0  1 0.2  
 
Due to the disproportionate distribution of races, incidence rates in the 
different race/ethnic groups are more difficult to determine.  Without stratifying 
by rural/urban status, the highest age-adjusted incidence is in blacks, with 11.44 
per 100,000, followed by whites with 11.40 per 100,000, Asian/Pacific Islanders 
8.14 per 100,000, American Indians with 7.24 per 100,000, and the lowest 
incidence rate is among Hispanics with 6.38 per 100,000.   
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Table 4:  Age-Adjusted Incidence Rates 
 Overall Rural Urban 
 n=47103 n=639 n=46464 



























 In the initial Poisson regression analysis, residency status was highly 
significant (p<0.0001), with a rate 1.38 times higher for rural residents.  The 
incidence rate ratios from the main effects Poisson Regression model (age group, 
race, gender, rural or urban residency) are shown in table 3.  Type III sums of 
squares analysis shows that all variables of interest are significant at the 0.0001 
level, excluding residency status, which was not statistically significant (p=0.54).  
Table 5:  Risk Ratios Main Effects Model 
    Rate Ratio p value 95% CI 
Age <34 1.00 -  
  35-44 7.31 <0.0001 6.869-7.788 
  45-54 23.70 <0.0001 22.404-25.072 
  55-64 44.20 <0.0001 41.806-46.729 
  65-74 60.39 <0.0001 57.085-63.883 
  75+ 68.18 <0.0001 64.669-71.889 
Gender Male 1.00 -  
  Female 0.39 <0.0001 0.382-0.398 
Race White 1.00 -  
  Black 1.01 0.6485 0.975-1.041 
  Hispanic 0.52 <0.0001 0.504-0.543 
  Am. Indian 0.54 <0.0001 0.466-0.630 
  Asian 0.68 <0.0001 0.656-0.712 
MSA Urban 1.00 -  
 Rural 1.02 0.54 0.457-2.030 
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The Type III sums of squares gives a likelihood ratio test of the predictors, 
and given those that are statistically significant, there is a good chance that each is 
a good predictor for the model.  A deviance test was performed to examine model 
fit, and it was found to be highly significant (p=0).  This model does not appear to 
fit well. 
 In the final Poisson model, the primary variable of interest, residency 
status, was not statistically significant (p=0.54).  Type III sums of squares 
analysis found that race, age, and the interaction terms race*age, gender*age, and 
gender*race*age were all significantly different from zero at the 0.0001 level.  
Gender was also statistically significant from zero (p=0.03). 
 Given the statistically significant values of the likelihood ratio tests of 
each predictor, they are most likely a good fit for the model, including the 
interaction terms.  When all the terms are included in the model, each predictor is 
significant, except for rural/urban residency status (p=0.54).  Model parameter 
estimates are given in appendix A.   
  A deviance test was performed on the final model including interaction 
terms, and the test was not significant (p=0.56) so the model including interaction 
terms appears to be a good fit for the data.  Over or under dispersion is not a 
concern in the final model, given that the deviance value to degrees of freedom 
ratio is very close to 1 (0.99). 
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 Using the parameter estimates shown in appendix B, to compare the 
incidence rate for a black female, aged 45-54, residing in a rural area with a black 
female, aged 45-54 in an urban area, the following equations: 
IR=  
IR=  
Give the following computations: 
IR= =9.45/100,000 rural black female age 45-54, 
95% CI (8.24 , 10.83). 
IR= =9.22/100,000 urban black female age 45-54, 
95% CI (8.26 , 10.28). 
 The incidence rate is higher in rural black females ages 45-54 when 
compared with their urban counterparts.  The incidence rate ratio is 1.02. 
 
Survival Analysis 
 Kaplan Meier curves are shown in figures 2-5.  Using the log rank test to 
test for equality between the strata, five year survival times for rural/urban 
residency status are not significantly different from each other (p=0.11, rural 5 
year survival 59.78%, urban 5 year survival 51.80%).  There was a significant 
difference in survival times between males and females (p=0.005).  The survival 
time for females was longer than males after five years (54.47% compared with 
50.63%).   
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Race groups were statistically different at p<0.0001 for the global test 
across the strata.  Five-year survival rates were different for whites (52.49%), 
blacks (38.19%), Hispanics (53.11%), American Indians (58.14%), and 
Asian/Pacific Islanders (59.59%), but no inferences can be made between the 
survival time differences between the different groups given this global test result.  
Pairwise comparisons were not performed at this time. 
Age groups were also statistically different at p<0.0001 for the global test 
across the strata.  The highest rate of survival was among those 34 years of age 
and younger (79.91%), followed by 35-44 year olds (73.10%), 45-54 year olds 
(64.72%), 55-64 year olds (56.62%), 65-74 year olds (45.68%), and finally 75 
years and older (31.74%).  However, since pairwise comparisons were not 
performed, conclusions between the survival rates between the different age 








Figure 3:  Five year survival rates in different races 
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Figure 4:  Five year survival rates across gender 
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Figure 5:  Five year survival rates across age groups 
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 In the initial Cox Proportional Hazards model, rural and urban residency 
status was not found to be significant (p=0.12).  In the main effects Cox 
Proportional Hazards model, the type III sums of squares showed that age, race, 
and gender were significant at the <0.0001 level, while rural/urban residency 
status was not significant (p=0.23).  Hazard ratios are shown in table 5. 
Table 6:  Hazard Ratios Cox Regression Model 
    Hazard Ratio P value 95% CI 
Race White 1.00 -  
  Black 1.75 <0.0001 1.576-1.948   
  Hispanic 1.20 0.0074 1.050-1.371 
  Am Indian 1.17 0.56 0.679-2.039   
  Asian/Islander 0.94 0.44 0.799-1.104 
Gender Male 1.00 -  
  Female 0.81 <0.0001 0.755-0.870 
Age <35 1.00 -  
  35-44 1.37 0.0621 0.984-1.896 
  45-54 1.85 <0.0001 1.370-2.489 
  55-64 2.47 <0.0001 1.836-3.312 
  65-74 3.43 <0.0001 2.555-4.601 
  75+ 5.43 <0.0001 4.053-7.277 
Metro Urban 1.00 -  
  Rural 0.816 0.2312 0.584-1.139 
  
 To test the model fit, the correlation between the Schoenfeld residuals and 
time was tested for all observations that were not censored.  The correlations 
between age (p=0.75), rural/urban residency status (p=0.66), race (p=0.096), and 
gender (p=0.98) with time were not statistically significant, and thus do not 
appear to violate the proportional hazards assumption.  Residual plots are shown 
in appendix D. 
 Adjusted survival function estimates for urban black females age 45-54 













 The primary variable of interest, rural/urban residency status, was not 
found to be statistically significant in the final Poisson analysis.  This could be 
due to the limited scope of the data set, and the possibility of confounding 
variables or covariates not tested in this type of analysis.  Secondary variables of 
interest including race, age, and gender were all found to be statistically 
significant in the final Poisson model. 
 Interpretation of the final Poisson regression model is somewhat difficult 
given the inclusion of interaction terms.  Since the interactions of race, gender, 
and age were all significant in varying combinations, this affects interpretation of 
the main effects in the final model.  The risk ratios for main effects could be 
inflated due to the nature of the interaction terms, and the main effects cannot be 
discussed without including the interaction terms. 
 However, the analysis is consistent with current research in that race, 
gender, and age group were found to be significant predictors of oral and 
pharyngeal cancer rates.  The significance of the interaction terms between race 
and age, age and gender, and race, age, and gender, show that the incidence rate 
for oral and pharyngeal cancers is also affected by the relationship between the 
risk factors. 
 The survival analysis data is consistent with current findings in that the 
five year survival times are not equal across the different strata for gender, age, 
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and race.  Survival times are higher in females, which is consistent with other 
current research.  Though not significant, survival rates were found to be higher in 
rural areas.  However, at the time of this writing, no research was available to 
corroborate this finding.  The survival time for age appears to decrease as age 
increases, however this assumption cannot be confirmed without pairwise 
comparison data.  This finding, although not statistically tested, is consistent with 
data from the SEER analysis. 
 From the Proportional Hazards Model, the main effects of gender and age 
are consistent with current findings.  The hazard is lower in females compared 
with males, and as a person ages, the hazard increases.  Hazard ratios for race 
show that the hazard is lowest in Asian/Pacific Islanders compared with their 
white counterparts, although this hazard ratio is not statistically significant.  The 
hazard is higher in Hispanics, blacks, and American Indians when compared with 
whites. 
 The variable stage was not included in the Proportional Hazards model, 
which could have had an impact on the results.  Since it is known that stage at 
diagnosis significantly impacts survival time, the inclusion of stage in the model 
could have possibly changed the significance of the other predictor variables.  The 
exclusion of stage in the Proportional Hazards Model limits the generalizability of 
the model, especially when considering that stage at diagnosis is a significant 
predictor of survival time.  
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The present analysis has some known limitations which could affect the 
validity of the analysis.  The variables included in the Poisson regression model 
were limited by the nature of the analysis.  Since the rate of cancer in the 
population was modeled, only variables that were present in both the case and 
population data set were available for analysis.  The population data set only 
includes demographic variables (age, gender, race, SEER registry identification 
number, and rural/urban residency status), which significantly limited the scope of 
the analysis.  Known risk factors such as tobacco use (both smoking and 
smokeless tobacco), alcohol use, poor diet, HPV infection, poor oral care and 
tooth loss, and low socio-economic status could not be included in the model.  
The limitations of the data set have an obvious impact on the results, since the 
known factors that contribute to incidence and survival in oral and pharyngeal 
cancer cases cannot be controlled for.  Since all of the known risk factors have 
been found to have differences between rural and urban areas, the significance of 
rural and urban residency could have been impacted by the limited data. 
However, as stated in the introduction, discrepancies were found between 
the known risk factors in rural and urban areas.  The expectation for these to be 
carried forth into incidence and survival rates was not found to be statistically 
significant in this analysis.  Further research with a dataset of a much larger scope 
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Appendix B:  Dataset Index 
 
Poisson Regression Analysis 
Variable Type Description 
Count Continuous Number of Cases per population frequency 
MSA Categorical Rural or Urban Residency (taken from Fips Codes) 
Race Categorical White, Black, Hispanic, American Indian, Asian/Pacific Islander 
Sex Categorical Male or Female 
AgeGrp Categorical 10-year age groupings (>35, 35-44, 45-54, 55-64, 65-74, 75+) 
Registryid Categorical SEER Registry Identification Number 




Survival Analysis  
Variable Type Description 
Survival 
Time Continuous Survival time in months (0-60) 
MSA Categorical Rural or Urban Residency (taken from Fips Codes) 
Race Categorical White, Black, Hispanic, American Indian, Asian/Pacific Islander 
Sex Categorical Male or Female 
AgeGrp Categorical 10-year age groupings (>35, 35-44, 45-54, 55-64, 65-74, 75+) 
Registryid Categorical SEER Registry Identification Number 






























Appendix D.  Schoenfeld Residual Plots 
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